these clinics lived in the town or parishes adjacent to the town where the clinic was held. Peripheral clinics were associated with a lower work load at central clinics, but a higher overall work load from the town in which they were sited.
Centralisation of medical services has been favoured in recent years: 'The District General Hospital offers the most practicable way of placing the full range of hospital facilities at the disposal of patients and this consideration far outweighs the disadvantages of longer travel for some patients' (Department of Health and Social Security, 1962) . In the report The Functions of the District General Hospital it was doubted that it would be economic to bring specialist staff from the district general hospital to conduct outpatient clinics in peripheral centres (Department of Health and Social Security, 1969) . This view has been challenged (Gruer, 1971) , and peripheral clinics have their advocates (Draper, 1967; Scott et al., 1975; Weller, 1975) . This paper summarises the use made of peripheral clinics in the Oxfordshire area and discusses some of their costs and benefits.
Population and method
In Oxfordshire two main medical centres (Oxford and Banbury) offer a comprehensive range of services; and there are 11 specialities which hold 49 local clinical sessions in one or more of 10 peripheral towns. One-third of Oxfordshire's population lives in Oxford or Banbury or parishes adjacent to them; one-third lives in the 10 peripheral towns or adjacent parishes, and the remaining third lives scattered throughout the county.
A census of outpatients, booked to all outpatient sessions in the Oxfordshire area, was undertaken from 16 June to 12 July 1975. If a clinic was cancelled, the next corresponding one was used in the survey. The method has been described in detail (Goldacre and Gatherer, 1977) . In brief, information on each patient was obtained from the booking list and the patient's case-notes at the start and finish of each clinic. Patients' addresses were coded to parish level. Travelling distances were calculated in road-miles from a grid prepared by the Automobile Association. Distances saved by the use of peripheral clinics were calculated from the difference in miles between travel to the clinic of attendance and travel to the nearest alternative central clinic (that is, at Oxford or Banbury).
Results
Out of a total of 20085 outpatients 1853 (9 2%) were seen at peripheral clinics (Table 1) . Conversely, of all patients from the 10 peripheral towns booked at all clinics in the area about a quarter were booked to a clinic in their home town ( Oxford). Thus, in all, about half of all outpatients were seen at clinics within three or four miles of their homes.
The work load at peripheral clinics was usually local: 58 % of all patients who attended these clinics lived in the same town and another 17% lived in parishes adjacent to the town were the clinic was held. Patients from further away tended to travel to central clinics even if a peripheral clinic was geographically closer (Goldacre and Gatherer, 1977) .
In 34 of the 49 combinations of clinical speciality and peripheral town in which sessions were held, the overall booking rates (to both local and central clinics combined) were higher than the county average for the relevant speciality. It seemed possible that, because of local differences in the age structure of the population or social circumstances, the needs for medical care were greater in these towns. Accordingly, for each of the 10 towns a comparison was made between the booking rates for those specialities which held local clinics, and those specialities which did not. For each town an 'expected' number of attendances was calculated for each speciality from the county average booking rate for the speciality and the population of the town. The 'observed' number, the number of patients who were actually booked from the town for the speciality, was compared with the 'expected' number to give the proportion of bookings by which each town was above or below the county average for each speciality. Summarising the findings, firstly, for the 49 town speciality combinations where local clinics were held, total bookings were 26% above the county average (Table 3) . Considering the same 10 towns, secondly, for the town speciality combinations where there was no local clinic, total bookings were 4% above the county average. Thus, higher than average booking rates from each town were, in general, associated only with those specialities which held a local clinic in the town. 
Discussion
The provision of local clinics in the 10 peripheral towns was usually associated with above average booking rates for the relevant speciality from the towns. The booking rates from these towns for specialities which did not hold local clinics were, overall, only marginally above the county average.
The possibility exists, and cannot be refuted, that clinics have been sited in each town for just those specialities where needs were greatest.
Peripheral outpatient clinics: Use, costs, and benefits However, comparing towns with substantially different population sizes (as these 10 towns have), priority for a local speciality clinic would more readily and more logically be perceived from the number of patients booked from each town than from the booking rate per 1000 population. We have shown that local clinics are not necessarily sited in towns where the number of bookings for each speciality is greatest (Goldacre and Gatherer, 1977) . It seems unlikely that they would, nevertheless, have been sited in towns where the local booking rate was higher than average. It seems more likely that the 22 % excess of bookings (Table 3) is largely a consequence of local clinic provision.
Whether the higher rate associated with local clinics represents better care for the population or a degree of overbooking cannot be answered from this study. Peripheral clinics took 41 % of the total work load, representing a minimum net reduction of 19% in attendances at central clinics, for each speciality from towns in which they were sited. It was not certain that such a reduction in central clinic work load would be found. It had been suggested locally that providing peripheral clinics could actually increase the work load at central clinics by creating a substantial increase in patients at the local clinic who would then be referred in large numbers to the more comprehensive facilities of the central clinics. This does not seem to have happened.
Bookings at peripheral clinics were mainly local and few patients travelled to them from other nearby towns, even when such a journey was shorter than that to Oxford or Banbury. This may reflect the lack of awareness of where peripheral clinics are held, the provision of local transport, or the preferences of general practitioners and patients. It is important because it cannot be assumed that peripheral clinics will be used by patients from nearby towns without knowledge of referral patterns and local circumstances.
The criteria for establishing a local clinic are: knowledge of the number of patients who travel from a town to central clinics for a given speciality (which our census gave us), the distance of a town from the nearest available clinic, the availability of suitable clinic facilities, and the views of local consultants, general practitioners, and patients. The following costs and benefits of peripheral clinics need to be considered. hours of patients' time were saved in the four-week period. The saving of patients' productivity will be less than that implied by the saving of travelling time. Only a proportion of patients would be working at the time of their appointment; and only a proportion of these would be able to take less time off work to attend a peripheral rather than a central clinic. However, 20 miles an hour is probably an overestimate of travelling speed for patients who use public transport in rural areas. In principle, unless the doctors' productivity lost while travelling is greater than the sum of all his patients' lost productivity, the community gains when the doctor travels rather than his patients (Gruer, 1971) . 5. Peripheral clinics have the disadvantage of fewer diagnostic and treatment facilities than clinics in central hospitals, although complex facilities may not be needed for a substantial proportion of outpatients (Hampton et al., 1975; Weller, 1975 the consultant is not available for emergencies or to take decisions on the management of patients at his central hospital. However, such clinics increase the opportunity for contact between the general practitioner and the consultant. They also make access to specialist medical care easier for patients.
The last two benefits do not appear, in general, to result in reduced use of outpatient services, but the possibility that they may sometimes save inpatient admissions merits study.
